T he National Service Framework for coronary heart disease (CHD) states that cardiac rehabilitation should be provided for all patients who may benefit, and that priority should be given in the first instance to those who have survived a myocardial infarction (MI) or undergone revascularisation. 1 This was recently endorsed by the fifth report on the provision of services for patients with heart disease. 2 Previous surveys of provision of cardiac rehabilitation in the UK have shown that patients attending such programmes tend to be male, middle aged, and diagnosed with uncomplicated MI. 3 Little is known of the current UK provision of cardiac rehabilitation or adherence to such programmes in those from traditionally under-represented groups. Under-represented groups include elderly people, women, people from ethnic minorities, and those with angina or heart failure, some of whom may benefit more than the patients using these services. This study aims to describe current UK provision and to determine whether and how cardiac rehabilitation is promoted in under-represented groups.
METHODS
The British Association for Cardiac Rehabilitation (BACR) has conducted several surveys of cardiac rehabilitation services in the UK. 4 5 Respondents from the survey in 2001 (data from 1 January to 31 December 2000) were sent an additional short questionnaire to determine the numbers of patients from under-represented groups (elderly people, women, people from black and Asian groups, and people with heart failure or angina) referred, joining, and completing cardiac rehabilitation programmes during the same time period. We also sought to determine how many services actively promoted uptake and adherence to programmes in these under-represented groups, and any details of interventions used to achieve this. Themes arising from these free text responses were categorised into generic or specific interventions for each under-represented group by one of the authors who has extensive experience of cardiac rehabilitation service provision. Data for the respondents of the additional short survey were entered into an Access database and transferred to Stata (version 7) for data cleaning and analysis. Results are presented as proportions, medians, and interquartile range (IQR).
RESULTS
Of the 284 cardiac rehabilitation services identified in the year 2000, 242 (85%) responded to the BACR questionnaire and 191 (79%) of these responded to the additional short questionnaire following telephone prompting.
Individual programmes across the UK varied widely in the number of patients recruited. Services had difficulty in answering questions about referral, joining, and completion of outpatient cardiac rehabilitation by under-represented groups. Reported reasons for this included lack of automated systems to extract these data, lack of audit facilities, or currently being in the process of installing systems to collect audit data to satisfy the requirements of the National Service Framework. 1 Given the poor response rates, these data should be interpreted with some caution. Patients referred for cardiac rehabilitation following revascularisation showed similar attendance to MI patients. The numbers of patients with heart failure or angina or from black and Asian groups were so small that the proportions of those referred, attended, and completed cardiac rehabilitation could not be estimated reliably.
Overall, approximately two thirds of referred patients joined, and approximately half of those referred, completed a cardiac rehabilitation programme (table 1). Attendance was lower for patients aged over 65 years and for women compared to rates overall. This pattern was similar for programme completion. However, after joining, the rate of completion was remarkably constant in all groups at 71-76%, with the exception of revascularisation patients, 90% of who completed a programme.
Sixty six per cent of services (126/191) stated that they promoted attendance to cardiac rehabilitation in at least one of the under-represented groups; of these, 46% stated that they promoted attendance in women, 48% in the elderly, 55% in revascularisation patients, 34% in ethnic minority groups, and 17% and 18% in patients with heart failure and angina, respectively. Of the 126 services that stated they promoted attendance in under-represented groups, 97 provided details of the interventions they used to achieve this. A variety of interventions were reported, both generic and specific for under-represented groups. Generic means of promoting adherence that would benefit most patient groups included follow up telephone calls, free transport, home visits, and personalised invitations. Of those interventions that were specific to under-represented groups, individualised classes, buddy systems, and the attendance of a relative or spouse were among those most commonly stated. Direct referrals from surgery and specialist clinics were also used as methods to promote uptake and adherence.
DISCUSSION
This survey finds that relative to male patients, women tended to be less often referred and were less likely to join a cardiac rehabilitation programme, and that adherence was lower in older people compared with rates overall. Data on ethnic minorities and those with diagnoses of angina and heart failure were too sparse to evaluate formally. However, the low numbers reported indicate that these groups are currently unlikely to be referred to or join programmes. Routine electronic audit data are likely to provide a more comprehensive picture in the future.
A range of interventions to improve uptake and adherence in under-represented groups were reported by services suggesting high levels of awareness of the general problem. Formal evaluation of the effects on uptake and adherence of more complex or costly interventions would be beneficial, but low cost good practice interventions such as follow up telephone calls should be implemented and disseminated widely.
Greater uptake of cardiac rehabilitation would also contribute to reducing the population burden of deaths from CHD. 
